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Clolling Agents
Ton-specific substances like 'adreno em' (which is known

to produce irreversible psychosis) and 'haemoklot' are
mentioned only to be discarded. Vitamin K and its
analogues have a limited role if li er disea e is present.
Ergometrine, 0·5 mg., or, more recently, 'premarin', 20
mg. intravenously (or 5 mg. qj.d. for 4 - 5 days), have
been u ed. In the series premarin was used in 14 cases
(22,2%). The effi{;acy of oestrogen compounds in con­
trolling nose bleeds is not proved, but their use in intrac­
table cases is unquestionably worth a trial.

Reassurance of the Patient
Reassurance should be an active adjuvant u ed by the

attending physician in the treatment of epistaxis. All
patients with nose bleeds should be told that the bleeding
will stop in time, with treatment. In most instances the
patients are distressed and nervous. Their relatives and
private practitioner are often in a similar state of mind.
A calm, efficient and industrious bearing on the part of
the hospital staff goes a long way towards winning the
patient's confidence. It helps, too, to control the bleeding.

It is equally important that the patient should be com­
fortable in bed. The face, pyjamas, and bed-clothes should
be kept free of blood by the nursing staff. A kidney-dish
should be available, in which all blood is collected and
measured. The patient should be propped up in bed so
that all blood can be collected and not allowed to trickle
down the nasopharynx. It is customary to apply an ice­
pack to the forehead; this should be used only if the
patient feels comfortable with it.

Antibiotics
A combination of penicillin and streptomycin in the

usual dosage is given to prevent secondary infection. This
is especially important in the case of posterior nasal packs
which are retained for longer than 24 hours.

Hospitalization and Transfusion
Table IV shows the number of days that patients with

epistaxis were hospitalized. Of the 63 patients, 23 required

TABLE rv. DAYS SPE1'.'T IN HOSPITAL BY PATIENTS AD.1ITIED
fOR EPISTAXIS

Whites NOli-Whites
Days

Male Female Total Male Female Total
I 1 1
2 1 1 2 4 3 7
3 1 2 3 3 9 12
4 2 4 6 1 3 4
5 3 2 5 3 1 4
6 2 2 4 4 4 8
7 1 I 2 2 2 4
8 - 14 4 2 6 2 3 5

15 - 21 1 1 2 2 4
22·28 1 1 1

blood transfusion, i.e. 36'7%. The a erage wa 6 pints per
patient, but ince one patient alone required 45 pints, the
true average i about 4 pint. One elderly patient in thi
eries died because of incorrect as e ment of blood 10

Fi e patients were re-admitted with further epi taxi .

INVESTIGATIO TO E TABU H A CA E

A cause for the epistaxi should alway be looked for
(though in the majority of cases thi i not found). A
careful history and examination of the patient are impera­
tive. Certain special investigations may have to be done.

The following cheme (though not complete) i given as
a guide to determine a cause for epi taxis:

History: (I) Trauma or foreign body; (ii) bleeding ten­
dency; (iil) drugs, e.g. anticoagulants or salicylates; (iv)
fever or known contact with exanthemata; and (v) 10 of
weight.

Examination: (I) Weight loss; (it) skin eruption; (iii)
jaundice, anaemia; (iv) enlarged liver or spleen; and (v)
blood pressure.

Special investigations: (i) Fundo copic examination; (iz)
X-ray chest; (iii) blood investigation - (a) smear and
white-ceIJ count, (b) ESR, (c) liver-function tests, (d) blood
urea, (e) Wassermann reaction; and (iv) urine.

If a cause is e tablished, this will be treated in it own
right.

SUMMARY

The symptom of epistaxis is discussed, highlighting the
types of nasal bleeding encountered, their causation and
management.

During 1960, 80 patients with epistaxi were admitted
to the ENT wards of Groote Schuur Hospital. It wa
found that the sex incidence of admission was more or
less equal, but that the non-Whites admitted were about
20 years younger than the White group. In younger
patients the males predominated, but in the elderly the
females were in the majority.

A plea is made for all intractable bleeds to be referred
to hospital before blood loss is severe enough to require
transfusion.

It is emphasized that all case of epistaxi warrant full
investigation to exclude underlying local lesions or general
diseases. Only if such investigation proves negative, can
the epistaxis be labeIJed pontaneous, idiopathic or pri­
mary.

My thanks are due to Dr. D. J. Roux, Head of the E T
Department, Groote Schuur Hospital, and to Drs. G. Ku cbke
and J. Levit (Registrars).

To Dr. J. G. Burger, Medical uperintendent, Groote
Schuur Hospital, thanks are due for permission to quote the
figures.
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A FURTHER TOTE 0 COSTING

C. S. JoNES, M.B., CB.B.

Formerly Head of the Department of Anaesthesia. University of Cape Town alld Croote Schuur Hospital

In an earlier communication on the costing of an anaesthetic
service,l the average cost of administering an anaesthetic at
Groote Schuur Hospital during 1955 was reported, and the

figure was broken down into items, which included salaries,
drugs, anaesthetic gases, and equipment, in order to show wbat
contribution each item made to the overall co t. The pre ent
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report notes the costs of the same service in 1960 and draw
attention to several interesting developments in the theory and
practice of costing and financing hospital and medical services.

Anaesthetic Costs in 1960
The recording of costs has been continued at Groote Sehuur

Hospital and in 1960 there was a substantial increase on the
figures for 1955. These figures are set out in Table 1, with the
figures from 1955 for compari on. Several points should be
borne in mind in scrutinizing the figures. The most important
is the fact that the number and nature of the medical staff

TABLE T. COMPARlSON OF A AESTHETIC COSTS AT GROOTE

SCHIJUR HOSPITAL r 1955 AND 1960

Per cent
1955 1960 increase or

decrease
Costs: £ £

Salaries 19,170 29,634 + 55
Gases 8,344 10,103 + 21
Drugs 2,038 3,099 + 52
Equipment .. 1,284 2,255 + 75

Total .. 30,836 45,091 + 46

Number of anaesthetics 16,151 16,422 + 1·6

Staff:
Consultants

Full-time .. 3 8 + 166
Part-time 5 9 + 80

Trainees 12 8 33

Unit cost per anaesthetic £1.18.2 £2.15.0 ,
46.,

(R3.82) (R5.50)

of the department altered appreciably. This is reflected in the
table and it will be noted that, in addition to an increase in
the total number of staff, there was a quite substantial increase
in the number of consultant (specialist) anaesthetists and a
pari passu decrease in the number of registrars.

Two factors contribute to this alteration in policy, one being
the decline in the number of people offering themselves for
specialist training, and the other being the alteration in the
pattern of surgical care, especially the development of cardiac
and vascular surgery, which has demanded a much higher
calibre of anaesthetic service. This alteration in pattern has a
further effect upon the unit cost of an anaesthetic, because
these operations are time-consuming, so that in 1960 there was
only a small increase in the number of operations performed
as compared with the number for 1955, despite the increase
in the number and ability of the anaesthetists. In the interven­
ing years there has also been a further upward adjustment of
salary scales, while the cost of drugs, gases, and equipment
has increased, in addition to an increase in the quantities used.

Although the unit cost of an anaesthetic rose from the figure
of £1.l8.2 (R3.82) in 1955 to £2.15.0 (R5.50) in 1960, the inter­
nal ratio between itemized co ts remained approximately the
same. This is to be expected in the li.ght of the work of Seale,
which is discussed later.

Other Investigations
Only one similar investigation has been brought to our

notice since 1955. In 1960 Shackleton' estimated the total
expenditure and the unit cost per patient in one of the general
hospitals in the Southampton group of hospitals. He found
the total expenditure to be £22,945 (R45,890) and the unit cost
£3.13.9 (R7.38). In one of the cottage hospitals of the
group the unit cost was £5.17.2 (RIl.72), while the unit cost
for the group as a whole was £2.13.8 (R5.37). It will be seen
that our costs compare very favourably with those in Great
Britain.

While there are no other comparable figures available,
Seale'- 5 has published a series of papers analysing the theories
underlying the cost of providing medical and health services

of various kinds. The International Labour Or.ganization has
also published a Report on the Cost of Medical Care."

It is apparent from these studies that ·the expenditure on
medical care, irrespective of whether it is wholly or partially
within the framework of a national health service, or is com­
pletely or almost completely on a fee-for-service basis, varies
between 3% and 5% of the gross national income. The pro­
portion will vary within the e limits, tending to be greater
during years of depression and smaller during years of
prosperity. A principal reason for this is the slow rate of
change in expenditure on salaries and wages which constitute
the major drain on available funds. For example, it takes a
minimum of 6 years to train a doctor to the point where he
can undertake productive work in a medical service, so that
if it is necessary to double the number of doctors in such
a service this cannot possibly be achieved ID less than 6
years. Si.nce facilities for training the increased number must
also be provided, it will probably be at least 8 - 10 years
before any concrete result of ·the decision to increase the
number of doctors will be evident.

Fixed and Variable Costs
Since the expenditure on wages and salaries does not vary

appreciably from year to year, it falls within the category of
fixed costs. ThIS category also includes depreciation on capital
assets, such as hospital buildings, and the cost of providing
heat and light. Whether a hospital be full or half empty;
whether the medical and nursing staff be overworked by an
epidemic or wasting time because there is too little illness to
keep them occupied; these expenditures continue at almost
the same level and amount to 70 - 80% of the total spent on
providing health service or medical service. The balance
is spent on such things as drugs, gases, equipment and food
and, ince the use of these items will depend directly upon the
number of people using the service, the costs will vary, some­
times from day to day. Almost half of these variable costs
is devoted to drugs, but this constitutes only 10% of the total
cost of the service, so that the total cost cannot be reduced
by more than 10% even if all drugs were outlawed.

It is interesting to note from the report of the International
Labour Office that, contrary to general belief, while expendi­
ture on medical care is in general rising, it is rising more
slowly and to a lesser degree than is the average national
income. Hence, the proportion of the national income expended
on medical care is static or may even be dropping.

Arising from the observation that drugs account for about
10% of the cost of a medical service, it should be noted that
in providing an anaesthetic service this item occupies a much
greater proportion of the total cost of the service (29% in
1960). Thus, economy in the use of anaesthetic agents can
materially alter the cost of the service. In fact, when, in 1959,
the use of halothane was introduced into the service at Groote
Schuur Hospital, it was found that this caused an increase of
30% in the overall cost of each anaesthetic in which this
agent was used, making the expenditure on drugs and gases
a half of the totaL expenditure on the anaesthetic itself.

Today the cost accountant is the most important person in
industry. and commerce. He is the architect of a sound ec0­
nomy, and the medical profession would do well to learn to
understand his way of thinking and the language he uses. It is
only by so doing that we shall be able to avoid a nationalized
health service, or that we shall be able to ensure that we enter
such a service on an equitable basis.

SUMMARY

The overall and unit costs of providing an anaesthetic service
in 1960 are compared with those for 1955.

Recent developments in the theory of costing medical care
are noted and discussed.
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